half of HAH cases in some reports. [21] [22] [23] [24] One study showed that nearly half of ICU patients with sepsis developed hypernatremia. 12 Published literature generally recommends a similar therapeutic strategy to treat community-acquired hypernatremia (CAH) and HAH: correcting a free water deficit with solute-poor/solute-free fluid. Some sources recommend diuretics along with free water replacement in hypervolemic HAH out of a belief that excess iatrogenic sodium loading may contribute to the hypernatremia. 1, [5] [6] [7] [8] Fluids administered for this purpose are "discretionary fluids" and contribute positively to the patient's net fluid balance. 25 Accumulating evidence suggests that a positive fluid balance after the initial resuscitation phase worsens outcomes in critically ill patients. [26] [27] [28] This creates a clinical dilemma regarding how best to therapeutically approach volume status in hypernatremic resuscitated patients. Because expert recommendations appear generally to assume a hypovolemic hypernatremic state (as commonly occurs in CAH) and because we were personally unaware of any controlled randomized or observational cohort studies designed to measure the impact of any therapeutic action intended to correct HAH on clinically relevant outcomes among otherwise-similar patients or in animal models, we undertook a structured literature search to identify any studies providing evidence assessing therapeutic interventions to correct hypernatremia in resuscitated adult patients with sepsis or other forms of shock.
Objectives
We searched for any randomized-or observational-controlled trials evaluating the impact of active correction of hypernatremia to eunatremia on any outcomes in adult patients with shock or sepsis that have been adequately resuscitated as assessed by the treating or the research team.
Eligibility criteria
Studies were identified by searching electronic databases (K.S.) and scanning the reference lists of relevant articles (D.E.S. and J.W.Q.). No date limits were applied to the search, but we restricted studies to English language due to time and resource constraints (funding for and availability of translation services). The search was adapted from some of the search domains used in the searches constructed for the NICE guidelines on Intravenous fluid therapy in adults in hospital as appropriate. The search was constructed by the librarian and search terms were reviewed and agreed upon by authors prior to application within the databases.
Information sources
The search was initially constructed, tested, and conducted in MEDLINE (PubMed, 1946 
Final search combination ((1D AND (2Q OR 3P)) NOT 4G) NOT 5C

Study records
Data management
After deduplication in RefWorks, citations were exported to Microsoft Excel (Microsoft Corporation, Redmond, WA, USA) in a spreadsheet format. This file was then duplicated and given to both reviewers (J.W.Q. and D.E.S.) to work independently and to avoid potential bias.
Selection process
After deduplication, 3746 article abstracts were identified and individually reviewed to determine whether any controlled trials supporting correction to eunatremia in the formerly described search criteria were present. As the spreadsheet had been duplicated, the reviewers were not aware of the other's review. There was no disagreement in the final conclusion, so no consensus was needed for resolution of inclusion decisions (Figure 1 ).
Data collection process
No randomized or observational-controlled studies were identified that assessed the impact of any active therapeutic maneuver intended to correct serum sodium concentrations on any outcome in resuscitated adult patients with resolving sepsis or other shock. Less exhaustive supplementary searches failed to identify similar supporting literature among pediatric, general hospitalized in-patient, or animal populations. We identified two small randomized studies evaluating the effectiveness of diuretics in manipulating sodium concentrations in critically ill patients, but these studies targeted a normonatremic population and were not intended to assess clinically important outcomes. 29, 30 
Discussion
Our systematic review did not identify a single controlled study evaluating the impact of any active measure intended to correct hypernatremia in resuscitated patients with sepsis or other forms of shock on any clinically relevant endpoints. Although not the primary focus of our search, we also failed to identify any study demonstrating that free water or hypotonic fluid administration effectively reduces serum sodium concentrations in this setting.
The association between hypernatremia and increased morbidity and mortality is well established in critically ill patients. 1, [5] [6] [7] [8] However, evidence to establish the extent to which this association reflects causal mediation versus confounding is limited. Recent analyses suggest that existing prediction formulas cannot accurately predict changes in serum sodium in hyponatremic 31 or hypernatremic 32 inpatients and that hypernatremia in critically ill patients is not adequately explained by excess sodium administration or a water deficit. 33 One reasonable alternative hypothesis is that hypernatremia is primarily a marker of severe illness in resuscitated critically ill patients rather than a direct cause of poor outcomes. The recent observation that fluctuations in serum sodium concentrations even within a normal range carries increased risk of death 34 suggests that absolute serum sodium concentration may be less important than the loss of homeostatic regulation that results in hypernatremia and supports such a hypothesis.
Accumulating evidence challenges the traditional equilibration model of sodium balance whose assumptions underlie accepted treatment strategies for hypernatremia. 35 Skin, skeletal muscle, bone, and cartilage are known to act as reservoirs of sodium. [35] [36] [37] [38] These reservoirs do not always equilibrate with water and are not controlled by the kidney 39 and may be more rapidly mobilized than previously recognized. 40 Additional evidence indicates that sodium is intimately tied to immune function and regulation, including inflammation and infection 41, 42 leading some authors to theorize that a hypertonic environment may serve as a host defense. 42 The interplay of these systems during metabolically stressful events provides a mechanism by which sepsis and other forms of shock might result in an "intrinsic" form of hypernatremia independent of volume status.
Given the demonstrated morbidity associated with hypervolemia in critically ill patients, 27,43-45 the established benefits of "deresuscitation" in such patients, 43, 46 and the absence of evidence of improved outcomes with volume administration to treat hypernatremia in resuscitated patients, we believe that a cautiously "salt-tolerant/fluid-restricted" therapeutic strategy is at least as well supported by existing research as is the dominant "salt-intolerant/fluid-liberal" paradigm.
There are limitations to our research. Our search required at least the search terms and the abstract be available in English. In addition, we may have overlooked gray literature on the topic such as doctoral dissertations or conference proceedings that were not published as supplements to medical journals.
Conclusion
We did not identify any randomized or observational-controlled trials evaluating the use of active measures to correct hypernatremia in resuscitated patients recovering from critical illness. It is apparent that the existing body of scientific knowledge pertaining to sodium metabolism and homeostasis in critically ill patients is distressingly sparse and is inadequate to meaningfully inform therapeutic decisions. Additional animal and clinical data are needed to empirically establish (1) the mechanisms driving hypernatremia in critically ill patients, (2) appropriate indications for therapeutic correction of hypernatremia following resuscitation, and (3) effective therapeutic strategies for improving clinically important outcomes in hypernatremic resuscitated critically ill patients.
